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Executive Summary 
 With the initiation of the Centers for Medicare and Medicaid Services Hospital 
Readmission Reduction Program, hospitals are heavily penalized for heart failure patients who 
re-present to the hospital within 30-days for any cause.  Patients also prefer to stay out of the 
hospital so they do not  miss important life events and can live happily and comfortably in their 
own environments.  Therefore, there has been a push to implement change projects to reduce 
hospital readmissions.  
 This project serves to implement the usage of the Heart Care Tool Kit, which is an 
educational aid to assist nurses in delivering proper heart failure education.  The booklet includes 
education on diet, exercise, medications, disease process, identifying symptoms of exacerbation, 
and weight management.  Currently, this booklet is not well utilized on the nursing units who 
discharge the bulk of heart failure patients.  By receiving this booklet and verbal instruction on 
its use from the nursing staff, patients will have better tools to cope with their chronic disease 
process.  
 Multiple studies have shown that education leads to better self-care.  When patients are 
able to care for themselves, many studies have shown they are less likely to re-present to the 
hospital.  This project is very low risk and low cost with the potential for a high reward and pay 
off.  Cost of the tool kit is negligible and there is no risk to providing increased education.  The 
benefit of implementation is increased reimbursement for the hospital and increased quality of 
life for the patient.   
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Utilizing Heart Failure Education Materials to Decrease Hospital Readmissions 
 Heart failure readmissions are costly for hospitals and a disappointment for patients.  
Providing patients with the tools they need to successfully manage their care improves patient 
outcomes and empowers the patient to feel more in control of their disease.  Education is a 
successful tool in increasing patient self-care and preventing hospital readmissions.  This study 
aims to reduce readmissions through the use of an educational booklet and nurse-led education 
about its contents.  This study will answer the question:  For patients diagnosed with heart 
failure, how does the utilization of the Heart Care Tool Kit education booklet, compared to when 
the booklet was not utilized, effect readmission rates over a three-month implementation period?  
Rationale for the Project 
Hospital readmission rates are closely monitored by institutions in reaction to the Centers 
for Medicaid and Medicare Services (CMS) Hospital Readmissions Reduction Program (HRRP) 
implemented in October, 2012.  This program financially penalizes hospitals that have excessive 
30-day all cause readmissions via a payment penalty of up to three percent for certain diagnosis 
related codes one of which is heart failure (Centers for Medicaid and Medicare Services, 2020).  
This reduction in payment is costly for facilities.  Therefore, there is a strong financial incentive 
for hospitals to develop programs to reduce readmissions.  There is also the patient satisfaction 
factor to consider in reducing readmissions.  Patients frequently express to the nursing staff their 
distaste for being admitted to the hospital and desire to be home in their own environment.  They 
complain about being hospitalized frequently because of their chronic condition, but often find 
their disease difficult to manage on their own. 
One of the ways to reduce readmissions is educating patients on early symptom 
recognition and encouraging them to proactively assess their condition.  This includes teaching 
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patients to monitor their daily weight to compare with their physician determined dry weight and 
advising them to utilize a worksheet to track their weight.  Additionally, education on a low 
sodium diet, fluid restriction, and exercise are also important and recommended by the American 
Heart Association (Yancy et al., 2013).  Patients should also learn about their medications and 
how they are taken.  To provide more concise education, Texas Health Resources created the 
Heart Care Tool Kit.  In this booklet, there is information on the aforementioned educational 
topics, which the patients can take home and continuously reference as needed.  The booklet also 
contains a zone tool worksheet to assist with early symptom recognition in correlation to daily 
weight measurements.  This tool kit has not been well utilized at Texas Health Fort Worth. 
Literature Synthesis. 
 When conducting a review of the literature, it is easy to find support for providing 
education to patients about living a healthy lifestyle to increase self-care and decrease hospital 
readmissions.  It quickly becomes evident that providing heart failure patients with the 
knowledge they need to successfully manage their chronic disease is important to prevent 
readmissions.  In a randomized control trial performed by Chang et al. (2019), one-on-one nurse 
led education followed by telephone calls after discharge showed to have a significant increase in 
self-care confidence.  From this study, researchers were able to recommend education and phone 
call follow-up, that involved patients as well as their care givers to improve self-care confidence 
that would otherwise decline over a period of time.  Awoke et al. (2019) also found that self-care 
scores improved with one-to-one nurse education when patients were assessed using validated 
self-care scales at 7-, 30-, and 90-day intervals.  This quazi-experimental study also led to the 
recommendation to implement a patient education program focused on improving knowledge 
and self-care.  Grady et al. (2014) found that explaining educational materials and providing a 
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follow-up phone call was equally as effective in improving quality of life scores as providing 
multiple two hour intensive education sessions.  Long intensive education sessions may not be 
better than general education materials.  In a systematic review performed by Fredricks et al. 
(2010), researchers wanted to find the most effective approach, mode, and dose of education to 
enhance patient outcomes.  In a sample including 69 studies, it was found that one-on-one 
individualized education with differing mediums and over multiple sessions was the most 
effective.  In a systematic review performed by Swiatoniowska-Lonc et al. (2020), literature was 
reviewed from multiple countries and analyzed to find ways to improve self-care and compliance 
in heart failure patients.  The conclusion of their review found that education was the most 
helpful tool in improving adherence to treatments and self- care behaviors.  
 The Heart Care Tool Kit is comprised of many different sections of education, such as 
diet, exercise, daily weight, and the zone tool.  A pilot study of the zone tool was implemented 
by Weiss et al. (2019) with success in patient symptom recognition.  The tool helps patients 
recognize if they need to contact their doctor because they are showing early signs of heart 
failure exacerbation or if they are at a severity where they need to go to an emergency room.  
Helping patients understand and treat symptoms early is important.  A part of the zone tool is 
performing a daily weight check to know how much weight has been gained in fluid day-to-day 
as well as trending over time.  In a study performed by Wang et al. (2014), the intervention 
group was given a weight monitoring booklet and education about what to do if sudden weight 
gain occurs.  They found increased weight monitoring adherence, weight monitoring ability, and 
an improvement in the intervention group.  The Heart Care Tool Kit provides a weight 
monitoring diary in combination with a zone tool diary to track weight alongside of current zone.  
Park et al. (2017) performed a similar study by giving participants a weight monitoring diary but 
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measured all-cause mortality.  They found that using the weight diary over a period of 24 months 
significantly decreased all-cause mortality rates.  
 Many studies show that the afore mentioned interventions lead to reduced readmissions 
or hospitalizations.  Linn et al. (2015) found a direct correlation between increased self-care 
scores and decreased 30-day readmission rates.  Mathew and Thukha (2018) performed a quazi-
experimental study which provided patients with video and booklet educational materials and 
found a decrease in readmission rates.  Almkuist (2017) found that having nurses perform 
education using the teach back method was successful in reducing readmission rates as well.  
Rice et al. (2018) found that nurse led education not only resulted in reduced hospitalizations, 
but also decreased medical costs and increased quality of life.  
Project Stakeholders 
 The major focus and most important stakeholder for this project is heart failure patients 
and their family members or caregivers.  Patients and their families must be willing to receive 
the information presented by the nurses and utilize the tools in the tool kit.  Without their active 
participation, the tool kit will not accomplish the goal of reducing heart failure readmissions.  
 The unit nurses and unit managers are also important to this process.  The nurses actively 
engage the patients in the education of the tool kit by reviewing each section with them.  It is 
also important that the nurses document that the tool kit was given in the patient record.  For this 
project to be successful, the nurse managers of the participating units must also be engaged.  The 
managers are responsible for reminding and encouraging the nurses to be a part of this process.  
The managers are also responsible for purchasing the tool kits for their unit.  
 Information about the project was given to the Heart Failure Steering Committee, which 
is comprised of cardiologist, internal medicine physicians, heart and vascular nursing leaders, 
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and others as necessary.  Education was specifically given to the physicians about the zone tool 
so when patients call their office referring to it, they understand the meaning.  The Data 
Warehouse Specialist are also a key in data collection and reporting.   
Implementation Plan 
 Step one is to retrospectively collect data on observed to expected (O/E) 30-day 
readmission rates of heart failure patients on participating units for the three months prior to 
project implementation.  This data is measured via a third-party source (Premier Care Science) 
for this particular organization.  Data must also be collected on Heart Care Tool Kit usage.  This 
will be collected manually by ensuring the “Heart Care Tool Kit Given” in the education section 
of the medical record is selected.  Currently, it is expected this number will be near zero as the 
Tool Kit is available but not well utilized currently.  
 Step two is to educate nursing staff on utilizing the Heart Care Tool Kit for patient 
education.  This will be completed by the researcher attending Unit Based Council (UBC) 
meetings and unit training sessions to ensure that every nurse is trained appropriately.  The 
researcher will conduct education on the two cardiac telemetry units comprised of 50 beds total.  
Together these units discharge the majority of heart failure patients at this facility.  Nurses on 
these units will be taught how to identify heart failure patients, how to educate patients utilizing 
the booklet, and where to properly document.  Heart failure patients can be easily identified in 
the charting system with a banner noting “HF Registry Patient” in the hand-off section of the 
record.  The researcher will walk the nurses through the Heart Failure Tool Kit, point out 
important areas, and address what should be taught to the patient during education.  The five 
main categories of the kit that must be emphasized are disease process, medications, diet, 
symptom management (zone tool), and daily weight log.  This process is expected to take one 
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week and occur on days 1-7 of the study.  
 Step three is to launch the project and implement usage of the Heart Care Tool Kit.  
During this time, nurses will be expected to follow the afore mentioned criteria.  Patients will be 
given the Heart Care Tool Kit and educated on its elements by the nurses caring for them.  
Reminders will be sent by the researcher to ensure nurses are educating proper patients with this 
material.  This phase will occur on days 8-92.  
 During this time, there will be a 30-day waiting period to capture the readmissions from 
the last day of the study.  On the last day of implementation, patients discharged on day 92 of the 
study will be the last participants.  This waiting period occurs because the patients discharged on 
day 92 will need to be measured for their 30-day readmission status.  
 Step four will comprise of collecting and assimilating data.  Documentation of the Heart 
Care Tool Kit will be audited for days 8-92.  Readmission data will be collected from day 8-122.  
Data will be compared for pre and post intervention to see if 30-day O/E readmission rates of 
heart failure patients decreased on these the two units during the study timeframe.  The data 
relating to the documentation of the Heart Care Tool Kit will be utilized to ensure proper 
implementation of the project.  The hypothesis will then be accepted or rejected based on 
readmission rates. 
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Timetable and Flowchart  
Table 1 
Heart Failure Education and Implementation Timetable 
Week: 0   1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 
Retrospective 
data collection 
                   
Educate nurses 
 
                   
Implementation 
 
                   
Waiting period 
 





                   
Analyze  
 
                   
 
Table 2 
Heart Failure Education and Implementation Flowchart 
 
Day 0
•Retroactively collect data for the previous 3 months.
•Includes 30-day all cause readmission O/E.
•Includes Heart Care Tool Kit utilization.
Day 1-7
•Educate Nursing




•Nurses will provide patients with education and the Heart Care Tool Kit.
•Patients admitted on day 8 through patients discharged on day 92.
Day 92-122
•30-day Wait
•Wait is necessary to capture patients who were discharged on day 92 to measure readmission.
Day 123
•Collect all data, analyze ,and compare.
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Data Collection Methods 
 Data collection will be a combination of manual audit and third party calculated 
information.  The readmission calculation is measured by Premier Care Science, a third-party 
institution that this facility uses for readmission measurement.  A readmission is defined as a 
patient with a heart failure DRG (diagnosis related group) who re-presents to the hospital for any 
reason within 30-days of their last discharge.  Exclusions include planned readmissions, those 
under the age of 18, those who left against medical advice, and those who transferred in from 
another facility.  Premier Care Science then assigns patients an expected rate of readmission via 
chart review and average across all patients.  The data is then expressed as an O/E ratio where 
the observed value is 1 for readmissions and 0 for non-readmissions.  This ratio provides a value 
that when greater than one indicates a higher than expected readmission rate and a value less 
than one indicates a below expected readmission rate.  
 Utilization of the Heart Care Tool Kit will be measured manually by the researcher.  
Nurses will be instructed during implementation to document a check box that states “Heart Care 
Tool Kit given” in the education section of the electronic record.  The data will be measured as a 
percentage of those who received the tool kit out of the total number of heart failure patients.  
This is meant to measure the compliance of the nurses in implementing the project successfully.  
This number should be 100% with full and proper implementation.  
 This project will be successful if the post implementation 30-day all cause readmission 
O/E ratio is less than the pre implementation O/E ratio.  Another measure of success will be the 
percent of heart failure patients who received the Heart Care Tool Kit.  Success will be measured 
at 100% of heart failure patients receiving the tool kit.  The researcher will assist in reminding 
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the nurses to provide the tool kit with education and in documenting properly in the record to 
achieve success.  
Cost and Benefit Discussion 
 The cost related to the benefit of this project is almost negligible.  The Heart Care Tool 
Kit cost $1.08 per booklet.  The penalty for readmissions by Centers of Medicare and Medicaid 
cost hospitals significantly more.  There is also the small cost of nursing time.  While this is not 
necessarily a financial cost, this education does use nursing time.  Nurses are encouraged to 
educate patients while performing other daily tasks such as setting up meal trays, giving patients 
medications, and performing assessments.  Education is an expected role of the bedside nurse at 
this institution.  
The psychosocial costs of readmissions to the patient must also be taken into 
consideration.  To many, being hospitalized and missing important life events is physiologically 
a high price to pay.  When patients follow proper heart failure care and understand their 
diagnosis, they also can remain symptom free.  While heart failure is a chronic condition, by 
following the proper self-care tips, the patients can slow the worsening of their failure and 
prevent exacerbation.  
 With regard to risk, there is no harm in the implementation of this project.  If this 
educational material is not helpful in reducing heart failure readmissions, there is no harm done 
to the patients.  There is only the benefit of more knowledge and information for the patients 
with the use of the tool kit.  
Discussion of Results 
 Unfortunately, this project was unable to be implemented as planned.  This project was 
started on time and education was given to nurses, but due to the COVID-19 patient influx, it 
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was difficult to educate all nurses on the process.  Due to the pandemic, heart failure patients 
were spread out all over the hospital and not concentrated to the usual two units, so volume of 
patients was incorrect.  There is also concern for a falsely increased readmission rate due to 
patients becoming ill from COVID-19.  Another barrier faced during the trial implementation 
was lack of support of one of the unit managers.  She did not feel that the implementation of this 
project would make a difference and did not provide the necessary support by encouraging her 
staff to participate.  
 This will be an ongoing project that will take more time to implement.  There will be a 
continued push the use the tool kit, track documentation of its usage, and continue to observe the 
readmission rates.  With a longer implementation time and with the hospital slowly returning to 
pre-pandemic status, there is hope this project will be implemented in the coming months.  
Conclusion and Recommendations 
 While this project has yet to be fully realized for the aforementioned reasons, it is 
recommended to move forward.  This project has no risk, negligible associated cost, and the 
potential for large benefits.  Readmissions are costly to hospitals and dissatisfiers for patients.  By 
using this tool, that has already been created for the hospital system, patients can learn more about 
their disease process and disease management.  Education has shown in multiple studies to increase 
self-care abilities which in turn decreases readmissions.  The next step for this project is to continue 
to push through barriers and implement in a slower fashion.  Through a comprehensive  review of 
the literature, it is hypothesized that utilization of the Heart Care Tool Kit will decrease 30-day all 
cause readmissions in the heart failure population.   
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Appendix A 
Synthesis Table 
PICOT Question: For patients diagnosed with heart failure (P), how does the utilization of the Heart Care Tool Kit 
education booklet (I), compared to when the booklet was not utilized (C), effect readmission rates for this 
population (O) within three months of implementation (T). 
 
Evidence Synthesis Table 
Studies Design Sample Intervention Outcome 
 
A EBP/ QI n=8 
85 average age  
5 females, 3 males  
4 Caucasian, 2 















4.0 average easiness to understand 
4.43 average on helpfulness 
“easy to understand” 
  












mode of delivery, 




Larger effect size for individualized content, using a 
combination of media, on an individual basis, more than 
one session.  
 
















patients each a 
questionnaire to 
rate their self-
care capacity and 
then compared 
the data to how 
many times they 
had been 
readmitted in the 
last 12 months. 
 
Association between poor self-care and higher 





n= 902  
451 each group 
 
New York Heart 
Association class II 
or III, diagnosed 
with heart failure 
for more than 3 
months, ejection 
fraction< 40%, 






18, 2-hour group 
education 
sessions over a 
year. Control 
group received 
the materials and 
a phone call. 
No significant differences between groups but overall 
both groups quality of life measure and health and 
functioning measures improved. Groups were too 
similar in interventions. Either intervention could be 
beneficial in helping improve patients quality of life. 
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E Randomized 






Diagnosis of heart 
failure with New 
York Heart 
Association class 
II- III, above 20 
years, could 
perform activities 
of daily living 
 
42% attrition  
loss of contact, 
rejection, unstable 
condition and death 
The intervention 











The control group 
received a 
brochure but no 
explanations or 
discussion. 
At 3 months, the intervention group showed a 
significant increase in self care confidence. There was 
not s significance in self-care maintenance scores.  
F Nonrandomized, 
quasi-experimental 




65 and older, had a 
diagnosis of heart 
failure, scored 
above a 7 on the 




2 removed due to 
acute illness; 3 no 
longer interested 
Participants 




where they were 
shown a video. 
They then 




booklet that was 
explained by the 
investigator. 
Small sample size and no control group to compare to. 
The sample did however show increased knowledge 
about heart failure after the intervention. Also only had 
2 readmissions which were explained as unrelated to 
heart failure.  
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They then were 
given the same 









of chronic heart 
failure and be a 
New York Heart 
Association class 
III at enrollment 
 
Attrition: 
7 participants; got 
sick or chose to 
withdraw 
Participants in the 
intervention 
group were given 
a booklet, a 
weight diary, 1:1 
education, and 








and adherence to 
weight 
monitoring.  
Small sample size. Did show an increase in all 
measures. The Heart Care Tool Kit I will be utilizing as 
a part of my study has a weight log and will be a part of 
the education. 
H Systematic review  n= 7 studies, 3549 
participants 
 
RCTs; adults 18 
years and older, 












led education and 
studied the 
outcomes of 
Decreased Readmission, decreased cost, increased 
quality of life and reduced hospitalization across studies 
reviewed  
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quality of life, 
readmission rates 
and cost. 




18, used the teach-
back method in 
chronic disease 
management and 










studies using the 
teach back 
method of 





All studies reviewed showed a decrease in 30-day 
readmissions when utilizing the teach back method  
J Systematic Review  n= 17 
 













care, quality of 
life, and 
readmissions. 
Education improved adherence and compliance and 
self-care. There was no impact on quality of life. There 
was not sufficient data to analyze readmissions. 
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K Randomized 
Control Trial  
n= 602 
 
Older than 18 with 
stable heart failure, 
history of 
hospitalization for 
heart failure in the 
past 6 months and 
living 
independently 
Patients in the 
intervention 




every day and 
what help they 
sought. They 
were also asked 
to weigh 
themselves daily. 
The control group 
was not given the 
symptom diary. 
Utilization of a daily symptom and weight diary 
significantly decreased cardiac and all-cause mortality. 
There was no difference between groups related to 
readmissions. 




diagnosis of heart 
failure, admitted to 




able to give written 
or verbal consent, 









then received 1:1 
education which 
we reinforced by 
nurses. They 
received follow 
up phone calls at 
7, 30, and 90 
days. Knowledge 
was assessed at 7 
and 90 days, self-
care was assessed 
Self- care and heart failure knowledge scores were 
improved (pre intervention compared to post 
intervention). Readmission rate remained unchanged 
comparted to rates of heart failure readmissions from 
the previous year.  
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at 7 and 30 days. 
Legend:  
A = Pilot Implementation of a Low-Literacy Zone Tool for Heart Failure Self-management 
B = Effects of the characteristics of teaching on the outcomes of heart failure patient education interventions: A systematic review 
C = Association between self-care and hospital readmissions of patients with heart failure 
D = Does self-management counseling in patients with heart failure improve quality of life? Findings from the heart failure adherence and 
retention trial 
E = Effects of illness representation-focused patient education on illness representations and self-care in patients with heart failure: A 
randomized clinical trial 
 F = Pilot testing of the effectiveness of nurse-guided, patient centered heart failure education for older adults 
G= Reduction of heart failure rehospitalization using a weight management education intervention 
H= The effect of nurse-led education on hospitalization, readmission, quality of life and cost in adults with heart failure. A systematic review  
I= Using teach-back method to prevent 30-day readmissions in patients with heart failure: A systematic review 
J= The impact of health education on treatment outcomes in heart failure patients 
K= Symptom diary use and improved survival for heart failure patients 
L= A quasi-experimental study examining a nurse-led education program to improve knowledge, self-care, and reduce readmission for 
individuals with heart failure 
 
  
HEART FAILURE EDUCATION      25 
 
Outcomes Table: Effect of Heart Failure Education Material on Readmissions 
 A B C D E F G H I J K L 
Readmissions NA NA decreased* NA NA decrease* decrease* decrease decrease* NA same same 
Knowledge up* up* NA up* up* up* up* NA NA up* NA up 
Multimedia NA up* NA NA NA up* NA NA NA NA NA NA 
Self-Care  up* up* NA up* up* up* NA NA NA up* NA up 
NYHA NA NA NA NA NA NA decrease* NA NA NA NA NA 
Cost NA NA NA NA NA NA NA down NA NA NA NA 
QoL NA NA NA up up NA NA up NA NA NA NA 
Mortality NA NA NA NA NA NA NA NA NA NA decrease* NA 
Legend:  
A = Pilot Implementation of a Low-Literacy Zone Tool for Heart Failure Self-management 
B = Effects of the characteristics of teaching on the outcomes of heart failure patient education interventions: A systematic review 
C = Association between self-care and hospital readmissions of patients with heart failure 
D = Does self-management counseling in patients with heart failure improve quality of life? Findings from the heart failure adherence and 
retention trial 
E = Effects of illness representation-focused patient education on illness representations and self-care in patients with heart failure: A 
randomized clinical trial 
 F = Pilot testing of the effectiveness of nurse-guided, patient centered heart failure education for older adults 
G= Reduction of heart failure rehospitalization using a weight management education intervention 
H= The effect of nurse-led education on hospitalization, readmission, quality of life and cost in adults with heart failure. A systematic review  
I= Using teach-back method to prevent 30-day readmissions in patients with heart failure: A systematic review 
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J= The impact of health education on treatment outcomes in heart failure patients 
K= Symptom diary use and improved survival for heart failure patients 
L= A quasi-experimental study examining a nurse-led education program to improve knowledge, self-care, and reduce readmission for 
individuals with heart failure 
NYHA= New York Heart Association Classification  
QoL= Quality of Life 
* = statistically significant findings 
♦ = higher level evidence 
Recommendations 
• Patient heart failure education through a variety of methods has shown to either decrease or not change readmission. This 
means for my study, there is no harm in implementing an education activity and it could be beneficial in reducing 
readmissions.  
• Multiple studies have shown that educational activities increase self-care, knowledge and quality of life which is beneficial to 
the patient.  
• Two studies showed that implementing education in a variety of methods is helpful. For this study, I will be using verbal 
education given by the nurse and an educational booklet that contains a daily diary for symptoms and weight.  
• One study showed patient education can reduce health care costs for heart failure patients.  
• One study showed a decrease in NYHA functional status and one study showed a decrease in cardiac and all-cause mortality 
related to a heart failure education program  
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Appendix B 
Heart Care Tool Kit 
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